Background {#Sec1}
==========

Diffuse large B-cell lymphoma (DLBCL) is the most common type of aggressive lymphomas in hematological malignancies. In the newly diagnosed cases of non-Hodgkin's lymphomas (NHL), about 30 to 40% are DLBCL \[[@CR1]\]. Although the survival of DLBCL patients has been greatly improved with the administration of CHOP chemotherapies (cyclophosphamide, doxorubicin, vincristine and prednisolone) with rituximab, there are still about 10--15% of patients suffered from primary refractory disease, and about 20--30% relapsed \[[@CR2]\].

DLBCL is a highly heterogeneous disease, and a variety of factors affect its prognostic assessment. The clinicians characterize prognosis in aggressive NHL (predict the risk of disease progression, recurrence and mortality/death) based on clinical risk factors, and the related predictive index. The most commonly used clinical prognostic marker during the pre-rituximab era was the International Prognostic Index (IPI) \[[@CR3]\], which contains five features: age, tumor stage, serum lactate dehydrogenase (LDH) concentration, performance status and the number of extranodal disease sites. In addition, with widespread applications of rituximab, the NCCN-IPI for DLBCL has been proposed and adopted, which is more efficient in predicting the survival of DLBCL patients in the rituximab era \[[@CR4]\]. However, the prognosis of patients with poor outcomes has not been fully elucidated, so some clinical factors that provide prognostic information are needed to better assess the prognosis of patients with DLBCL.

Recently, some of the prognostic significance of biochemical markers, molecular genetic markers and immunohistochemical characteristics have gradually been identified \[[@CR2]\]. But these markers are usually associated with high cost, laborious laboratory tasks, high technical skill requirements and time-consuming procedures, which are not feasible to conduct in most laboratories. Thus, identifying cheaper and easily available prognostic surrogate markers may contribute greatly to improve the risk assessment for patients with various cancers including DLBCL.

It is well-known that tumor-associated inflammatory response can promote tumorigenesis and progression \[[@CR5]\]. Accumulating studies have confirmed that the relationship between inflammation-related clinical parameters are related to tumor biology and prognosis. These clinical parameters include red blood cell distribution width (RDW) \[[@CR6]\], neutrophil/lymphocyte ratio (NLR) \[[@CR7]\], lymphocyte/monocyte ratio (LMR) \[[@CR8]\] and PLT \[[@CR9]\]. However, there are very few reports on the prognostic value of RDW and PLT in patients with DLBCL. Neither of the recently developed R-IPI nor NCCN-IPI prognostic score including the two factors and the role of RDW and PLT count in their scores, also, their roles as independent prognostic factors in DLBCL has never been fully explored. Therefore, this study seeks to evaluate the prognostic significance of RDW and PLT in a large cohort of DLBCL patients, and to test whether they can significantly improve the predictive power of the IPI score in DLBCL patients.

Methods {#Sec2}
=======

Patients and healthy donor participants {#Sec3}
---------------------------------------

A total of 349 patients with DLBCL were analyzed for retrospective studies, they were diagnosed according to the 2016 World Health Organization criteria \[[@CR10]\] at the First and Second Affiliated Hospitals of Anhui Medical University, from July 2006 to April 2017, respectively. The study ethic approval was granted from the local ethical committee of Anhui Medical University, and was performed in accordance with the principles of the Declaration of Helsinki.

Patients were excluded if they were found to be HIV-positive. Other exclusion criteria included transformed indolent lymphoma and primary DLBCL of the central nervous systems (CNS). The rest of DLBCL patients (*n* = 349) were treated with standard CHOP chemotherapy with or without rituximab. In addition, age and sex-matched 130 healthy donors (HDs) from the Second Affiliated Hospital of Anhui Medical University were recruited as normal control group.

Of the 349 DLBCL patients, we randomly selected 200 patients as the training set, while the remaining patients were assigned to the testing set (*n* = 149) \[[@CR11]\]. The demographic characteristics, clinical features and laboratory parameters were obtained from the patient's medical records from both institutions. Retrieved clinical-pathological parameters included gender, age, lactate dehydrogenase (LDH) level, Ann Arbor stage, number of extra nodal sites involvement, Eastern Cooperative Oncology Group performance status (ECOG PS), B symptoms, physical examinations, computed tomography (CT) scans of the thorax, abdomen and pelvic cavity, along with whole-body positron emission tomography (PET/CT) scans and the process of treatment. Laboratory parameters such as complete blood count, biochemical profiles were collected at the time of diagnosis. The date of death was obtained from the clinical records or by telephone calls to their relatives.

Statistical analyses {#Sec4}
--------------------

The primary end point of the study was overall survival (OS), and the secondary end point was progression-free survival (PFS). OS was defined as the time from the date of diagnosis to the date of death due to any causes within the follow-up period or to the date of the last follow-up. PFS was defined as the time from the date of diagnosis to the date of tumor progression, recurrence or death due to any causes.

Student's t-test was used to test the differences between the two groups for quantitative normally distributed variables and the Mann-Whitney U test was used for non-parametric variables. Correlation was assessed using Spearman rank test. The optimal cutoff value of training set (*n* = 200) for RDW and PLT were determined by applying receiver operating characteristic curve (ROC) analysis based on previously published reports \[[@CR12]\]. Pearson's Chi-square or Fisher's exact test was used to assess the associations between RDW, PLT and clinical-pathological parameters. The associations between RDW and PLT levels with OS and PFS respectively were estimated by Kaplan--Meier curves; and log-rank test was used for comparison between different groups.

Multivariate analyses of independent clinical factors for OS and PFS were conducted using the Cox analysis with the forward selection method. Hazard ratios (HRs) estimated from the Cox analysis were reported as relative risks with corresponding 95% confidence intervals (CIs). C-index was calculated using the individual IPI value followed by the addition of the RDW and PLT levels \[[@CR13]\]. All statistical analyses were performed using the Statistical Package for the Social Sciences (SPSS 19.0, USA) and R version 3.4.3 (<https://www.r-project.org/>). *P* \< 0.05 was considered statistically significant and *P*-values were two-tailed.

Results {#Sec5}
=======

The characteristics of DLBCL patients and healthy donors {#Sec6}
--------------------------------------------------------

Healthy donors (*n* = 130) and patients with DLBCL (*n* = 349) confirmed by previous histopathological analysis were included in the study. A full list of clinical characteristics of healthy donors and DLBCL patients were listed in Additional file [1](#MOESM1){ref-type="media"}: Table S1. It showed that DLBCL patients and healthy donors had similar age, gender, white blood cell count (WBC), absolute neutrophil count (ANC), platelet count (PLT) and albumin/globulin ratio (AGR). However, the absolute monocyte count (AMC) and RDW in DLBCL patients were significantly higher than that in healthy controls; and the absolute lymphocyte count (ALC), hemoglobin (Hb), albumin (ALB) and globulin (GLB) in DLBCL patients were significantly lower than healthy donors. There were 174 patients (49.9%) treated with R-CHOP, and 175 patients (50.1%) treated with CHOP only. The subgroups of patients' Ann Arbor tumor stage were 89 (25.5%) in stage I, 86 (24.6%) in stage II, 61 (17.5%) in stage III and 113 (32.4%) in stage IV. There were no statistical differences in the age, gender, and other clinicopathological parameters between the training set and the testing set (Additional file [1](#MOESM1){ref-type="media"}: Table S2).

Cut-off values of RDW and PLT in DLBCL patients {#Sec7}
-----------------------------------------------

RDW, PLT and Hb are three common parameters in routine blood test. Using ROC analysis and calculating the Youden index (specificity+sensitivity--1), the optimal cutoff values chosen for RDW and PLT were 14.35% and 126.5 × 10^9^/L respectively in the training set (Additional file [1](#MOESM1){ref-type="media"}: Figure S1). However, there are gender differences in the definition of anemia. According to the guidelines of the World Health Organization, anemia in male patients is defined as hemoglobin (Hb) \< 13 g/dL, and female patients have Hb \< 12 g/dL. The cutoff values were applied to the whole cohort, DLBCL patients were then classified into high-level and low-level groups, where 93 (26.64%) patients fell in the high RDW group, 44 (14.43%) patients in low PLT group, and 187 patients with anemia.

Association of RDW, PLT and Hb with other clinical- pathological factors {#Sec8}
------------------------------------------------------------------------

Linear correlation analysis showed that higher RDW level was associated with higher NLR, lower ALB and lower Hb; while lower PLT correlated directly with lower WBC, but did not correlate with NLR, ALB or Hb (Additional file [1](#MOESM1){ref-type="media"}; Figure S2).

Further analysis showed that, the value of RDW \> 14.35% significantly correlated with a poorer ECOG-PS (*P* \< 0.001), more extranodal sites of disease (*P* = 0.002), presence of B symptoms (*P* = 0.011), bone marrow involvement (*P* = 0.007), higher Ann Arbor stage (*P* \< 0.001), higher LDH level (*P* \< 0.001) and higher IPI score (*P* \< 0.001). However, we found no statistical significance between age and gender with RDW level. There were also significant correlations between patients with PLT≦126.5 × 10^9^/L and higher Ann Arbor stage (*P* = 0.003); more extranodal sites of disease (*P* = 0.021); higher LDH level (*P* = 0.013) and presence of B symptoms (*P* = 0.033). There were no statistical correlations between low PLT with age, gender and bone marrow involvement. In addition, ECOG PS (*P* = 0.096) and IPI score (*P* = 0.061) had only borderline significance (Table [1](#Tab1){ref-type="table"}). Because of the correlation between RDW and Hb, we further analyzed the correlation between Hb level and clinical parameters. Lower Hb level was significantly associated with higher NLR (*r* = 0.253, *P* \< 0.001) and higher ALB (*r* = 0.519, *P* \< 0.001), but not correlated with WBC or NLR (Additional file [1](#MOESM1){ref-type="media"}: Figure S3). Overall, Hb level was significantly associated with age, gender, B symptoms, clinical disease stage, serum LDH level, ECOG-PS, extranodal sites of disease and IPI score, but it was not associated with bone barrow involvement (Table [1](#Tab1){ref-type="table"}). Table 1Patient's baseline characteristics at diagnosis of all patientsCharacteristicsRDW(%)*P* valuePLT(×10^9^/L)*P* valueHB(g/dL)*P* value\> 14.35(*n* = 93,%)≦14.35(*n* = 256,%)\> 126.5(*n* = 305,%)≦126.5(*n* = 44,%)low(*n* = 187,%)high(*n* = 162,%)Age \> 6038(40.86)108(42.19)0.824126(41.31)20(45.45)0.60288(47.06)58(35.80)0.034Gender (male)43(46.23)148(57.81)0.055168(55.08)23(52.27)0.72691(48.66)100(61.73)0.014B symptoms (present)37(39.78)66(25.78)0.01184(27.54)19(43.18)0.03373(39.04)30(18.52)\< 0.001Ann Arbor stage III/IV63(67.74)111(43.36)\< 0.001143(46.89)31(70.45)0.003117(62.57)57(35.19)\< 0.001ECOG PS≧251(54.83)49(19.14)\< 0.00175(24.59)16(36.36)0.09675(40.11)16(9.88)\< 0.001Serum LDH level≧246u/l58(62.37)88(34.38)\< 0.001122(40.00)24(54.54)0.01397(51.87)49(30.25)\< 0.001Extranodal sites≧234(36.56)52(20.31)0.00269(22.62)17(38.64)0.02157(30.48)29(17.90)0.007BM involvement9(9.68)6(2.34)0.00711(3.61)4(9.09)0.20111(5.88)4(2.47)0.192IPI \> 244(47.31)57(22.27)\< 0.00183(27.21)18(40.91)0.06174(39.57)27(16.67)\< 0.001

Levels of RDW, PLT, Hb at diagnosis and clinical outcomes {#Sec9}
---------------------------------------------------------

The median follow-up time for our study was 21.3 months (range: 0.80--126.93). During follow-up, a total of 134 (38.4%) patients presented with disease recurrence, disease progression or death, of which 79 (22.6%) died. In the training set, the survival rate was significantly worse in patients with higher RDW than in patients with lower RDW (5-year OS: 43%vs 69%; 5-year PFS: 29%vs 53%) (Additional file [1](#MOESM1){ref-type="media"}: Figure S4a,S4b). Also, patients with lower PLT showed significantly worse PFS than the patients with higher levels (5-year PFS: 30% vs 49%) (Additional file [1](#MOESM1){ref-type="media"}: Figure S4d), but the overall survival was not significantly different (*P* = 0.074) (Additional file [1](#MOESM1){ref-type="media"}: Figure S4c). Similar results were observed in the testing set and the whole cohort set (Additional file [1](#MOESM1){ref-type="media"}: Figure S4e-4 l). In order to explore whether different chemotherapy regimens affect the evaluation efficacy of the level of RDW and PLT, we divided the patients into two groups, one group treated with R-CHOP regimen and the other group treated with CHOP regimen. Kaplan-Meier analysis showed poor OS and PFS in patients with high RDW (*P* = 0.021 for OS and *P* = 0.039 for PFS) and low PLT (*P* = 0.001 for OS, *P* \< 0.001 for PFS) levels in the R-CHOP cohort. Patients with higher RDW and lower PLT in CHOP treated cohort had poorer OS (*P* = 0.001 for RDW, *P* = 0.045 for PLT), but the results of PFS were not statistically significant (Fig. [1](#Fig1){ref-type="fig"}). Next, we analyzed the correlation between Hb level and other clinical-pathological parameters. We found that anaemic patients had poorer OS in the training set and CHOP cohort, and poorer OS and PFS in the overall set. (Additional file [1](#MOESM1){ref-type="media"}: Figure S5). Fig. 1Survival curves according to RDW and PLT levels in the R-CHOP and CHOP cohort. OS and PFS according to RDW (**a**, **b**) and PLT (**c**, **d**) levels in the R-CHOP cohort. OS and PFS according to RDW (**e**, **f**) and PLT (**g**, **h**) levels in the CHOP cohort

We further assessed the prognostic value of RDW, PLT and Hb in the IPI subgroup. The Kaplan-Meier analysis showed that the RDW, PLT and Hb levels may not distinguish those with favorable outcomes from those with adverse outcomes for patients with IPI score of 0--2 (data not shown). However, in patients with IPI scores 3--5, the RDW and PLT levels, but not Hb level (data not shown) were able to further risk-stratify patients into high-risk and low-risk groups. In R-CHOP cohort, the patients with lower PLT had significantly poorer OS (*P* = 0.003) and PFS (*P* = 0.013); and in higher level of RDW patients, OS (*P* = 0.014) was significantly reduced (Fig. [2](#Fig2){ref-type="fig"}); the whole cohort and CHOP cohort also showed similar results (Additional file [1](#MOESM1){ref-type="media"}: Figure S6). Fig. 2Survival curves according to RDW and PLT levels in IPI score 3--5 in R-CHOP cohort. (1) OS(**a**) and PFS(**b**) according to RDW levels in IPI score 3--5 in R-CHOP cohort. (2) OS(**c**) and PFS(**d**) according to PLT counts in IPI score 3--5 in R-CHOP cohort

High RDW, low PLT and Hb at diagnosis as poor prognostic factors {#Sec10}
----------------------------------------------------------------

To investigate the association between RDW and PLT and Hb levels with patients' clinical outcomes, we performed the Cox proportional risk model. Table [2](#Tab2){ref-type="table"} and Table [3](#Tab3){ref-type="table"} summarized the results of the univariate and multivariate analysis for factors influencing OS and PFS in all DLBCL patients. The univariate Cox proportional analysis revealed that old age, advanced Ann Arbor stage, poor ECOG PS, elevated LDH, B symptoms, more extranodal sites of disease, higher IPI score, bone marrow involvement, lower Hb level, higher RDW and lower PLT were all predictors of DLBCL patients for OS and PFS (Table [2](#Tab2){ref-type="table"}). To explore whether RDW and PLT were independent prognostic factors of DLBCL patients, we performed a multivariate analysis, including age, advanced Ann Arbor stage, ECOG PS, LDH, extranodal sites, B symptoms, IPI score, bone marrow involvement, lower Hb level, RDW and PLT. Interestingly, our results showed that older age (*P* \< 0.001), advanced Ann Arbor stage (*P* = 0.037), higher RDW (*P* = 0.003) and lower PLT (*P* = 0.046) were independent prognostic factors for OS. On the other hand, for PFS, only older age (*P* \< 0.001), advanced Ann Arbor stage (*P* = 0.002) and lower PLT(*P* = 0.002) were independent prognostic factors (Table [3](#Tab3){ref-type="table"}). But the ECOG PS, LDH, extranodal sites, B symptoms, IPI, bone marrow involvement and lower Hb level were not independent prognostic factors for OS and PFS in our study for DLBCL patients. Table 2Univariate analysis of clinicopathological parameters for the prediction of OS and PFS in DLBCL patients(*n* = 349)ParameterNumber%Overall survivalProgression-free survivalHR95%CI*P* valueHR95%CI*P* valueGender(male)19154.730.9510.610--1.4840.8251.0440.744--1.4650.804age \> 6014641.833.4372.146--5.504\< 0.0012.421.715--3.414\< 0.001PLT≦126.5(×10^9^/L)4412.612.1001.227--3.5940.0072.1641.409--3.324\< 0.001RDW \> 14.35%9326.652.6521.695--4.151\< 0.0011.7061.191--2.4430.004Low Hb level18753.581.8171.148--2.8760.0111.4791.047--2.0890.027B symptoms(present)10329.512.1421.365--3.3600.0011.6131.131--2.3000.008Ann Arbor stage III/IV17449.862.9851.844--4.832\< 0.0012.4621.727--3.510\< 0.001ECOG PS \> 19126.072.6851.718--4.198\< 0.0011.9081.337--2.724\< 0.001LDH \> normal14641.832.1591.381--3.3750.0011.8441.312--2.590\< 0.001Extranodal sites\> 18624.642.4571.560--3.870\< 0.0012.3131.621--3.301\< 0.001BM nvolvement154.302.2691.043--4.9360.0391.4940.731--3.0550.271IPI \> 210128.944.0972.616--6.417\< 0.0012.7271.932--3.849\< 0.001 Table 3Multivariate analysis of clinicopathological parameters for the prediction of OS and PFS in DLBCL patients(*n* = 349)ParameterOverall survival*P* valueScoreProgression-free survival*P* valueHR95%CIHR95%CIage \> 603.0121.817--4.9940.00022.1991.529--3.1630.000Ann Arbor stage III/IV1.8871.040--3.4230.03711.9361.263--2.9660.002PLT≦126.5(×10^9^/L)1.7491.010--3.0280.04611.9631.274--3.0240.002IPI \> 21.7710.984--3.1870.0571.4990.977--2.2990.064RDW \> 14.35%2.0261.263--3.2500.00310.293

We further performed univariate and multivariate analysis by applying the above indicators to the R-CHOP and CHOP cohorts. Bone marrow involvement in the univariate analysis was not statistically significant and the number of patients involved in bone marrow was small, hence, it was excluded from the multivariate analysis (Additional file [1](#MOESM1){ref-type="media"}: Table S3 and Table [4](#Tab4){ref-type="table"}). Surprisingly, we found that elevated RDW was an independent prognostic factor (*P* = 0.012) in CHOP cohort, and depressed PLT was an independent prognostic factor (*P* = 0.003) in R-CHOP cohort for OS. However, RDW was not an independent prognostic factor for PFS either in R-CHOP cohort or in CHOP cohort, whereas PLT was an independent prognostic factor (*P* = 0.003) in R-CHOP cohort but not in CHOP cohort (Table [4](#Tab4){ref-type="table"}). Table 4Multivariate analysis for OS and PFS of patients treated with or without rituximabParameterOverall survival*P* valueProgression-free survival*P* valueHR95%CIHR95%CICHOP cohort(*n* = 175) RDW \> 14.35%2.1231.183--3.8120.0120.502 age \> 603.4491.777--6.6920.0003.4342.093--5.6340.000 Ann Arbor stage III/IV3.1551.702--5.8470.0002.8141.785--4.4360.000R-CHOP cohort(*n* = 174) PLT≦126.5(×10^9^/L)3.3441.491--7.5040.0033.0761.653--5.7230.000 age \> 602.3441.090--5.0390.0290.333 IPI \> 22.3041.061--5.0020.0350.322 Extranodal sites\> 10.7722.3471.371--4.0200.002

Development of a modified IPI by adding both RDW and PLT {#Sec11}
--------------------------------------------------------

From multivariate analysis, there were clearly four independent prognostic factors for OS in the whole cohort. We then used the four clinical parameters to construct a new adjusted IPI model, age \> 60 equaled to two points; RDW \> 14.35%, PLT≦126.5(× 109/L) and Ann Arbor stage III/IV equaled to one point respectively \[[@CR14]\]. Three risk categories were generated: low (0--1 points), intermediate (2--3 points) and high (4--5 points).

Based on the risk stratification model, the results showed that patients assigned to the low-risk group had good outcomes (5-year OS: 83%, 5-year PFS: 62%) and high-risk patients had very poor outcomes (5-year OS: 9%, 5-year PFS: 0%, Fig. [3](#Fig3){ref-type="fig"}a,b) in all patients cohort. Similar results were observed in the R-CHOP (*n* = 174) cohort (Fig. [3](#Fig3){ref-type="fig"}c, d) and CHOP cohort (*n* = 175) (Fig. [3](#Fig3){ref-type="fig"}e, f). To strengthen the results from the multivariate analysis, we conducted a Harrell's C statistics analysis. The c-index of the IPI prognostic model for OS was 0.744 for patients treated with CHOP, 0.709 for patients treated with R-CHOP, 0.725 for all DLBCL patients, and 0.763, 0.718, 0,743 in NCCN-IPI prognostic model. When the factors of RDW and PLT values were added, the predictive power was increased in both IPI and NCCN-IPI prognostic model. And the c-index of the adjusted IPI in the three cohorts was 0.753, 0.732 and 0.748 (Table [5](#Tab5){ref-type="table"}). Fig. 3Adjusted IPI survival curves based on the addition of RDW and PLT. (1) Survival curves for OS (**a**) and PFS (**b**) according to adjusted IPI of adding RDW and PLT for risk stratification in the whole cohort. (2) Survival curves for OS (**c**) and PFS (**d**) according to adjusted IPI of adding RDW and PLT for risk stratification in R-CHOP cohort. (3) Survival curves for OS (**e**) and PFS (**f**) according to adjusted IPI of adding RDW and PLT for risk stratification in CHOP cohort Table 5Harrell's C statistic for discriminatory values on survivalParameterCHOP cohortR-CHOP cohortAll PatientsIPI0.7440.7090.725NCCN-IPI0.7630.7180.743PLT0.5270.6110.557RDW0.6130.6180.616IPI + RDW0.7500.7100.728NCCN-IPI + RDW0.7690.7180.743IPI + PLT0.7450.7260.729NCCN-IPI + PLT0.7620.7310.746IPI + RDW + PLT0.7510.7330.731NCCN-IPI + RDW + PLT0.7670.7320.747adjusted IPI0.7530.7320.748

Discussion {#Sec12}
==========

Our results indicate clearly that RDW and PLT levels are independent risk factors for patients with DLBCL. In addition, for patients who are treated with R-CHOP like regimens, PLT is a significant prognostic factor for OS. Similarly, for patients who are treated with CHOP like regimens, RDW is a more important prognostic factor. In addition, we first discovered that the combination of RDW and PLT with IPI can further improve the prognostic value and clinical significance of IPI and NCCN-IPI.

As a commonly used indicator for tumor-associated inflammatory responses, RDW has been widely studied and has been proved to be associated with the prognosis of a variety of diseases \[[@CR6]\]. There is growing evidence demonstrating elevated RDW as a prognostic factor in various malignancies, such as lung cancer \[[@CR15]\], prostate cancer \[[@CR16]\], chronic lymphocytic leukemia \[[@CR17]\], ovarian cancer \[[@CR18]\], hilar cholangiocarcinoma \[[@CR19]\] and Esophageal carcinoma \[[@CR20]\]. Some studies have confirmed the close relationship between high RDW and cancer stage \[[@CR21], [@CR22]\].

The exact mechanism for the elevation of RDW in DLBCL patients is not clear. Lippi et al. \[[@CR6]\] demonstrated that short telomeres length, oxidative stress, inflammation, erythrocyte fragmentation, poor nutritional status, hypertension, dyslipidemia and abnormality of erythropoietin function may be the causes. These factors may lead to a profound deregulation of erythrocyte homeostasis including impaired erythropoiesis, abnormal erythrocyte metabolism and survival which resulted in elevated RDW. Lymphoma is a malignant tumor that originates from the lymphatic hematopoietic system. Patients with malignant diseases often have chronic inflammation and poor nutritional status. Some studies reported that elevated RDW was correlated with higher IL-6 \[[@CR23]\] and erythrocyte sedimentation rate (ESR), as well as high-sensitivities of C-reactive protein (CRP), leukocytes, neutrophils, fibrinogen, and lower Hb \[[@CR24], [@CR25]\]. Further research supports RDW being associated with erythropoietin (EPO) \[[@CR26]\], ALB \[[@CR27]\], iron, folate and vitamin B12 \[[@CR28]\]. However, in our study, elevated RDW was associated with poorer ECOG-PS, more extranodal sites of disease, B symptoms, higher Ann Arbor stage, higher LDH, higher IPI, higher NLR, lower ALB and lower Hb. In consideration of previous studies and our findings, it is rational to conclude that RDW is associated with tumor burden, chronic inflammation and malnutrition in DLBCL patients. All these factors are well-known to lead to poor prognosis in cancer patients. Cancer related inflammation is considered a landmark feature of cancer development and progression \[[@CR5]\]. Inflammatory mediators and cytokines are important components of the tumor microenvironment, which sustains the progression of the tumor \[[@CR29]\]. Poor nutritional status was another hallmark of cancer \[[@CR30]\]. Inflammation and malnutrition might damage erythropoiesis, thus resulting in an increased RDW. In 2018, Zhou et al. analyzed the relationship between RDW and normal erythropoiesis/megakaryocytopoiesis in multiple myeloma patients at diagnosis and their study demonstrated the usefulness of RDW as an indicator for bone marrow hematopoiesis \[[@CR31]\]. In our study, patients with high RDW and anemia had high bone marrow involvement rate (RDW:*P* = 0.007, anemia: *P* = 0.192), which may be due to the influence of bone marrow microenvironment on hematopoiesis. However, in our study, Hb levels and bone marrow involvement were statistically significant in univariate COX analysis in the overall set, but not in multivariate analysis, and this result may be related to the small number of patients with bone marrow involvement. At present, whether anemia and bone marrow involvement are independent prognostic factors for patients with DLBCL have not reached a unified conclusion \[[@CR3], [@CR32]--[@CR34]\]. It may be related to the difference of patients in the study and further studies with a large cohort is needed to improve on the statistics.

How PLT level affects the outcome of DLBCL remains speculative, which probably attributes to the reduction of platelets in lymphoma patients. In our study, patients with low PLT levels had a high rate of bone marrow involvement, but this was not statistically significant(*P* = 0.201). This suggests that thrombocytopenia may be affected by a variety of factors. The reduction in platelets count can be caused by several factors such as drug, malignant infiltration of bone marrow, consumptive infection, splenic sequestration, pre-existing viral hepatitis, myelodysplasia and immune-mediated destruction, as reported by Liebman H \[[@CR35]\]. Some studies reported that lymphoma patients with thrombocytopenia presented poor survival if the patients had bone marrow involvement \[[@CR36], [@CR37]\]. However, it has been found that the prognostic effect of platelet counts was not consistent. In solid tumors, e.g., the elevated platelet count is poor prognostic factor and plays an important role in the progression and metastasis. The potential mechanisms include protecting circulating tumor cells from attacking host's immune system as well as supporting proliferation of tumor cells \[[@CR38]\]. But, contradictorily, in many hematological diseases, patients with low PLT have a poor prognosis, such as Ph-like acute lymphoblastic leukemia \[[@CR39]\], hemophagocytic lymphohistiocytosis (HLH) \[[@CR40]\], primary plasma cell leukemia (pPCL) \[[@CR41]\] and DLBCL \[[@CR42], [@CR43]\]. Our data demonstrated that PLT≦126.5 × 10^9^/L was associated with higher Ann Arbor stage, more extranodal sites, higher LDH, lower WBC. These results suggested that patients with low levels of PLT may have a higher tumor burden; in addition, low levels of PLT may be associated with the expansion of myeloid lines such as myeloid derived suppressor cells (MDSCs), macrophages and dendritic cells (DCs), as well as the reduction of mature red blood cells and platelets \[[@CR44]\]. But the exact function of platelets in the tumor microenvironment remains unclear. In our study, we propose that immune disorders, high tumor burden, bone marrow involvement and low level of neutrophils are associated with poor prognosis in patients with thrombocytopenia in DLBCL.

Previous studies showed that RDW and PLT are independent predictive factors for survival in DLBCL \[[@CR27], [@CR42], [@CR43], [@CR45]\], but their sample sizes were small. However, no study has further analyzed the c-index that is important to calculate the discriminative degree between the predicted value and the value of the COX model in survival analysis \[[@CR46]\], nor evaluated the significance of RDW and PLT for IPI. Therefore, our study further expanded the sample size, and validated the prognostic significance of RDW and PLT for patients with DLBCL, and to construct a simpler and more useful prognostic model for DLBCL patients.

Based on the results of the multivariate analysis, we have constructed a new prognostic model which includes four independent prognostic factors: age \> 60 years, Ann Arbor stage \> 2, PLT≦126.5 × 10^9^/L and RDW \> 14.35%. The adjusted IPI is easy to use and effectively divides patients with DLBCL into three risk groups. And then, to confirm the prognostic value of RDW and PLT, we conducted a Harrell's C statistics analysis for OS. Our results suggested that combined RDW and PLT with the IPI score have a good prognostic value for patients with DLBCL, especially in patients with CHOP regimen chemotherapy. Adding RDW and PLT to the well-established prognostic models such as the IPI score might improve their predictive ability.

The cutoff values of the parameters were obtained according to the Youden index from training set, and then it was used to measure the impact of RDW and PLT on OS and PFS in DLBCL for training set, testing set, whole patients set, CHOP cohort and R-CHOP cohort. The inclusion of validation steps in this study has greatly increased the reliability of our data, and the results demonstrated that our new prognostic models may be generally applicable to DLBCL patients.

Although our results are consistent with those previously reported, our study has several limitations. Firstly, as a retrospective study with a relatively small number of patients, a regional or phenotypical selection bias is inevitable. Secondly, due to the widespread use of rituximab, we can expand the sample size of the R-CHOP group and further explore the effects of RDW and PLT on NCCN-IPI. Thirdly, few patients had bone marrow involvement. Despite these limitations, our research provides new ideas for establishing a simpler, more practical, and accurate risk model for the prognosis of patients with DLBCL.

Conclusions {#Sec13}
===========

In conclusion, RDW and PLT levels are simple and useful independent prognostic factors in DLBCL patients. The adjusted IPI by adding both RDW and PLT is an effective and valuable risk stratification model for DLBCL patients, and may be more potential to predict the survival of DLBCL patients in the rituximab era.
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**Additional file 1: Figure S1.** ROC curves analysis for RDW(a) and PLT(b) in the training set (N=200) of patients with DLBCL. **Figure S2.** Correlation between RDW, PLT and WBC, NLR, ALB, HB levels in all patients with DLBCL. Correlation between RDW and WBC(a), NLR(b), ALB(c) and HB(d) levels in all patients with DLBCL. (2)Correlation between PLT and WBC(e), NLR(f), ALB(g) and HB(h) levels in all patients with DLBCL. **Figure S3.** Correlation between HB and WBC(a), NLR(b) and ALB(c) levels in all patients with DLBCL. **Figure S4.** Survival curves according to RDW and PLT levels in the training, overall and testing set. (1)OS(a,c) and PFS(b,d) according to the RDW and PLT levels in the training set. (2)OS(e,g) and PFS(f,h) according to the RDW and PLT levels in the overall set. (3)OS(i,k) and PFS(j,l) according to the RDW and PLT levels in the testing set. **Figure S5.** Kaplan--Meier curves for OS and PFS comparing low (\<12 g/ dL for women, \<13 g/dL for men) and high (\>12 g/dL for women, \>13 g/dL for men) Hb levels in the training(a,b), overall(c,d), testing set(e,f), CHOP cohort(g,h) and R-CHOP cohort(i,j). **Figure S6.** Survival curves according to RDW and PLT levels in CHOP cohort and the whole cohort with IPI score 3-5. (1) OS(a,c) and PFS(b,d) according to RDW levels and PLT counts in CHOP cohort with IPI score 3-5. (2) OS(e,g) and PFS(f,h) according to RDW levels and PLT counts in the whole cohort with IPI score 3-5. **Table S1.** Clinical characteristics of healthy donors and DLBCL patients. **Table S2.** Baseline clinical characteristics of patients with DLBCL. **Table S3.** Univariate analysis of clinicopathological parameters for the prediction of OS and PFS in CHOP cohort patients(n=175). **Table S4.** Univariate analysis of clinicopathological parameters for the prediction of OS and PFS in RCHOP cohort patients(n=174).
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:   Albumin/globulin ratio

ALB

:   Albumin

ALC

:   Absolute lymphocyte count

AMC

:   Absolute monocyte count

ANC

:   Absolute neutrophil count

BM

:   Bone marrow

CHOP

:   Cyclophosphamide, doxorubicin, vincristine and prednisone

c-index

:   Harrell's concordance index

CNS

:   Central nervous system

CRP

:   C-reactive protein

DLBCL

:   Diffuse large B-cell lymphoma

ECOG PS

:   Eastern Cooperative Oncology Group performance status

EPO

:   Erythropoietin

ESR

:   Erythrocyte sedimentation rate

GLB

:   Globulin
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:   Hemoglobin

HDs

:   Healthy donors

HLH

:   Hemophagocytic lymphohistiocytosis

HRs

:   Hazard ratios

IPI

:   International Prognostic Index

LDH

:   Lactate dehydrogenase

LMR

:   Lymphocyte/monocyte ratio

NHL

:   Non-Hodgkin lymphoma

NLR

:   Neutrophil/lymphocyte ratio

OS

:   Overall survival

PFS

:   Progression-free survival

PLT

:   Platelet count

pPCL

:   Primary plasma cell leukemia

R-CHOP

:   Rituximab versus cyclophosphamide, doxorubicin, vincristine and prednisolone

RDW

:   Red blood distribution width

WBC

:   White blood cell count
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